Perinatal mortality and morbidity:
discussion of the 'Short Report"
The Short Report was the second report (1980) from the Social Services Committee of the House of Commons on 'Perinatal and neonatal mortality'. It had a whole-day discussion in Parliament on 5 December 1980.This report made 152 recommendations concerning the obstetric and neonatal period. It was hailed by the majority of obstetricians and neonatologists as virtually a New Testament, but it has been viewed with some degree of scepticism by epidemiologists and some of those concerned with social paediatrics in the provinces. Despite the fact that the Social Services Committee was representative of all political parties, the Minister's virtual rejection of the report produced one of the most uniformly critical meetings of the House of Commons and was greeted by almost howls of pain by neonatologists. No funds were made available to implement any of the recommendations.
The President of the Section of Paediatrics, Professor Peter Tizard, as well as inviting Mrs Renee Short, who was largely responsible for the report, also invited Dr Peter Dunn of Bristol, who had prepared much evidence for the report, Professor David Hull from the University of Nottingham, who runs a wide-based provincial neonatology unit, and Professor Donald Court from Newcastle, whose own report on the child services in 1976is recognized as probably the most important document on paediatrics in the United Kingdom for the past half century (Committee on Child Health Services 1976) .
Mrs Short commenced by saying that she and all her Committee were deeply concerned that perinatal care throughout most of the country was substandard and that this was resulting in avoidable increased mortality and morbidity in this age group. From the paediatric side, she identified problems which she classified in six groups: (I) That there were too few paediatricians in this field and, in particular, that the newborn baby has less medical cover than its mother.
(2) There was still need for greater cooperation between paediatricians and obstetricians.
(3) There was a need to attract more suitable people into the field of perinatal paediatrics; more training was required and more vocational guidance and, with this, a better career structure. (4) She pointed out that the World Health Organization has called for more information about perinatal deaths. In order that this information may be obtained, there is a need for many more perinatal pathologists. (5) The Select Committee identified the mothers at risk as being chiefly those in social classes IV and V, living in poor areas with added factors like an inadequate diet and smoking. (6) The whole concept of antenatal care must be improved, probably starting with health education in the schools for boys and girls.
The Social Services Committee had proposed the setting up of two neonatal intensive care units in each administrative region and, in addition, three to five special care baby units. She stressed that, when such units are present, they must be fully staffed around the clock; small isolated units need to be closed and larger units must be made more attractive and 'humanized'.
In each region, the obstetricians and paediatricians must agree on the criteria for increased risk to mothers and babies so that they can be transferred in adequate time to special centres. But wherever a baby is born, adequate staff, whose sole responsibility is the care of the babies, must be available.
There is an especially acute problem in London. Mrs Short recommended an immediate increase from the present level of 177 to 400 cots in neonatal intensive care units in the city. She felt that there should be special referral units providing intensive care, preferably sited in each university medical school. These should be the regional perinatal centres. In addition, each region should nave three or four subregional perinatal centres in large maternity hospitals and these subregional centres should be sited so that pregnant women do not have to travel any great distance. Apart from this, every maternity unit should be able to provide short-term intensive care for ill babies. Mrs Short felt that, within the next two years, the country needed at least 50 more infant intensive care units. She also recommended an increase in "junior staff and also made a plea for urgent recruitment and training in pathologists dealing with perinatal pathology. In addition to this, 'a whole team of other supporting personnel, especially nurses, is also required in greater numbers. She said that more and better use should be made of married women doctors and that a better career structure should be made for clinical medical officers in this field. Antenatal care should be taken to the mother rather than expecting the mother to-travel vast distances to get it. The biggest need was to identify the mother at risk. She pointed out that, in the improvement of our obstetric and neonatal services, it is unlikely that any single factor will have an outstanding effect. Some effects may take a considerable time as, from French experience, it would seem that some of the benefits that France is reaping at the moment are from changes that took place a full generation before, i.e. that benefits sometimes have to skip a generation.
Professor David Hull's comments came from the point of view of a broad-based paediatrician who, with his colleagues, shares the responsibility for providing the neonatal services for around 8000 births a year. He confined his comments to the provision of care for the unborn and newborn infant. His reading of the Ministry's reply (DHSS 1980) to the Short Report was that it put the responsibility for care on the district health authorities who have the funds to provide the services. He first pointed out that we must keep the use of paediatric time in the neonatal service in perspective. Some time is needed for what he considered to be the first major screening procedure, the routine examination of every newborn baby.
While he applauded the desirability of special care being available in every midwifery unit, he did point out that 'intensive care of the newborn is a comparatively new development whose longterm effects have yet to be demonstrated'.
While he welcomed an increased technology in handling the premature birth, he was just as interested in obtaining a dramatic fall in the rate of premature births. For this reason, he does not want the wholesale development of medical neonatal unit technologists concerned only with immediate life support systems but more generally 'able' paediatricians who could recognize and respond to the broad range of medical and social problems whose effects reach their peak around the time of birth.
Professor Hull's concern was based on the concept of preventing infants entering the crisis of intensive care units and thus he considered that one of the most important steps to be taken arising out of recommendations from the Short Report was the setting up of a small' group of people in each district who are identified as being responsible for the total provision of neonatal services.
This group must include an administrator, a nurse and a consultant paediatrician. He stressed that in his view this work must not be squeezed in between other work and therefore needs to have definite commitment of 1-4 sessions a week and be placed within this 'contractual' aspect of the consultant's activities.
, He underlined the need for research and made the comment that 'it is difficult to think of any current procedures which would not benefit by further evaluation both in their short and long term effects', and thought it essential that all innovations be thoroughly and carefully scrutinized.
He concluded with two priorities: first, for the identification of a specific small group of people in each district responsible for the neonatal services; secondly, the need for more basic research related to early human development and the evaluation of current practices in neonatal medicine Dr Peter Dunn, after congratulating Mrs Short on her report, joined her in regretting the lamentable. response of the DHSS and the Government to the recommendations of the report. He then considered his own priorities under seven headings: (I) Paediatric staffing and training: As nearly all 'at risk' infants are born in consultant obstetric units, the first priority surely should be to ensure that 24-hour paediatric cover is available in all such units to provide resuscitation at birth, routine and special care, and also intensive care, at least until the infant can be transferred if necessary to a regional unit. Unless a way can be found around the manpower embargo on the creation of further training posts, emphasis must be placed on creating many more consultant posts. Within the subject of staffing it should be pointed out that the midwife and nursing establishment for special and intensive newborn care in 1978 has been estimated to be 37% below that recommended by the Sheldon Committee in 1971. Many too believe that the Sheldon estimates are themselves at least 25% too low for present requirements.
(2) The need to recognize the newborn infant as an individual requiring health care: Although the newborn infant is perhaps 100 times more likely to die than its mother, only the 10%-15% recognized as being sufficiently ill to necessitate admission to special care units are required to have their own registration numbers and records. In future, every newborn infant should receive such recognition and a record. Furthermore, a standard neonatal discharge record should be completed for all infants at discharge from hospital or at 8-10 days.
(3) Provision ofintensive care for the newborn: Up to 1980, only 8 out of 15 regions had provided intensive care units and only 176 intensive care cots were available. This is only 27% of the 650 cots required on the basis of I cot] I000 births per year. Indeed, even this may be an insufficient number to accommodate the estimated 19500 infants requiring intensive, as opposed to special, care each year in England and Wales (3% of all births).
(4) Ascertainment ofthe nature and size ofperinatal problems: Surveys need to be undertaken at district, regional and national levels to study the staffing, facilities and organization of perinatal care. Confidential enquiries should be undertaken in all districts into the causes of perinatal death, and comprehensive follow-up studies need to be organized and funded in order to determine longterm morbidity and, hence, eventually determine optimal perinatal management. The DHSS needs to be persuaded to fund cost-benefit studies of the various aspects of perinatal care. (5) Central, regional and subregional organization: District maternity services committees should be set up to monitor and regulate maternity practices in each district. Regional perinatal working parties should also be created to monitor, rationalize and advise on the whole regional service. Centrally, there is need for a DHSS/NHS maternity services advisory committee representing the views and interests of the various professional disciplines as well as the health care planners.
(6) Health education: This may pay the greater dividend of all. We must get together with the school teachers, especially those responsible for the 5-12-year-olds. (7) Humanization of perinatal care: We must remember that childbirth is, or should be for most, a physiological event which provides some of the most exciting and fulfilling moments in the life of the mother and her family. This must always remain foremost in our minds as we strive to improve our maternity and neonatal services.
Professor Donald Court started his talk with a slide showing the reports on children published during the last decade, each report eagerly sought by the profession, but with an outcome that has been intensely disappointing. His comment was that' "Hope deferred makes the heart sick" and we are sick, sick of pretence and evasion'.
Where have all these reports got us? A cynic can see in them a continuing example of the politics of inaction, supported by a recent comment of a Secretary of State: 'I would have thought the tardiness of departments acting on reports is one of the facts of life'.
The reports have given us information and proposals but no action. We need results. What can we do to get them? We need to encourage our mothers to make a higher demand for motherhood and the growing unborn child. Women in Scandinavia have long seen the right to bear healthy babies as a key objective; women's movements in the UK have been more concerned with the freedom to have their babies at home. In Sweden, practically all women attend all appointments from the beginning of pregnancy until the child is 4 years old: 'There is no reward, no compulsion; it is just done'. To those who know both countries, this is no accident: children rank much higher in the scale of national 'priorities in Sweden than in Britain.
How can we make our own contribution to this approach? Our mothers should be asked more about their needs and wishes; they should be seen as partners not as patients by the professionals providing the service.
Children have no vote! There is little doubt that they have a low priority in government thinking.
However, there is a serious defect in communication between paediatricians and the government. To quote from 'Usable Knowledge' by Lipscombe and Cohen: 'In public policy-making both the suppliers and users of social research are dissatisfied; the former because they are not listened to; the latter because they don't hear much they want to iisten to'.
As paediatricians, we need to be closer to the thinking and practice of politicians. The establishment of select committees of the House of Commons to watch over government policy and departmental behaviour is to be supported, provided that such committees consult people from all over Britain and not simply from areas south of Oxford.
What can we suggest to break the current deadlock? (I) We want no more major enquiries; all the information for general policy-making is available.
(2) There is need for close local review of services at district and regional level.
(3) We need to put forward a few straightforward priorities and proposals in a series of three-year programmes, these to be contained in a triennial report on progress in child life and health by the Social Services Committee. (4) 'Perinatal events cast long shadows before'. After the perinatal period has been dealt with, the Social Services Committee should proceed with the under-fives, then schoolchildren, then adolescents to build up a comprehensive service. Professor Court agreed with Mrs Short's Committee that medical service of high quality can only offset, in some degree, the social context of perinatal life and death; it cannot renew it.
The ensuing discussion was in a minor key that reflected the current feeling of all, a feeling that we were witnessing an interment rather than a birth. That Donald Court.. the man who has held the torch for paediatrics for over a decade, was so unhappy and angry depressed us, but there was also a feeling that we cannot remain content with elegant but unimplemented circulars and we must now move with a greater and different sense of realism. The question 'Do we, as a country, cherish our children?' arose a number of times.
Professor Kohler, Director of the Scandinavian School of Social Paediatrics in Goteborg, pointed out that it has taken Sweden a long time to reach the state that it has. It started very early and it has not had the interruptions of some other countries. The social structure of Sweden was now quite different from that of the UK. He thought that to spend much money on building up resuscitation units and intensive care units was a priority with very limited objectives and he felt that more profitable time and energy should be spent on the background factors and the psychosocial factors leading to mothers and children becoming at increased risk.
A comment that reflected many of the comments of the speakers came from a lay member of the audience who, it appeared, had actually read the report right through; she was amazed at the small amount of really hard evidence that the Committee had to go on. To her, the most striking aspect of the report was the inadequate information available.
The audience, which was a very general one, was much in sympathy with the views of Professor Hull and Professor Court. While discussing the recomendations that all births be in hospital, it was acknowledged that most mothers would like to have their babies at home 'but that is too difficult'. When at this point Dr Dermod McCarthy commented 'so we must explore means of making it more safe for mothers to have babies in the home', there was a loud murmur of agreement.
However, the discussion ended on a more progressive note. We must be more political and spend more time outside our hospital wards. We must give more time to the problems of young mothers in their homes, talk to them more meaningfully, give real time to local needs and get local, broad-based committees active both in local knowledge and also politically.
The quotation from the Black Report (DHSS 1980) with which Professor Court ended his talk was a call that we, as paediatricians, need to proclaim to all: .It is our view that childhood is the period of life at which intervention could most hopefully break the association between death and illness and social disadvantage'.
